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Insomnia Disorder
A Journey to the Land of No Nod



Objectives

1. Identify the prevalence, symptoms, and 
sequelae of Insomnia Disorder.

2. Apply a basic framework to conceptualize 
Insomnia Disorder, particularly in the context of 
other sleep disorders seen in the sleep lab. 

3. Understand the fundamental components of 
Cognitive Behavioral Therapy for Insomnia 
(CBT-I).









Diagnostic Criteria
DSM-5

 Difficulty initiating sleep
 Difficulty maintaining sleep
 Early morning awakening

 > 30 minutes of wakefulness
 > 3x/week
 > 3 months

▪ Occurs despite adequate opportunity for sleep
▪ Causes clinically significant distress or 

impairment in important areas of functioning 
DSM-5; American Psychiatric Association, 2013



Daytime Impairment

 Fatigue or malaise

 Attention, concentration, memory impairment

 Social or vocational dysfunction

 Poor school performance

 Mood disturbance or irritability

 Daytime sleepiness

 Motivation, energy, or initiative reduction

 Proneness for errors or accidents at work/while driving

 Tension, headaches, or gastrointestinal symptoms in 
response to sleep loss; concerns or worries about sleep



How do we assess?

 Sleep Diaries

 Sleep Continuity

 Total Sleep Time

 Sleep Latency

 Wake After Sleep Onset

 Number of Awakenings

 Sleep Efficiency

 Insomnia Severity Inventory

 Actigraphy

 Measures of Daytime Functioning

(e.g., Sleepiness, Fatigue, Mood)



Why do we care?

Insomnia is a risk factor for:

 Hypertension

 Diabetes

 Cardiovascular Disease

 Obesity

 Substance Abuse

 Depression

 Suicide
 approximately 3-fold likelihood of suicide ideation, attempts, 

and death by suicide

Lichstein et al., Insomnia: Epidemiology and risk factors (2017) PPSM 6th edition; Taylor et al., 2007. Comorbidity of chronic insomnia with medical problems. Sleep, 30, 213-18.
Pigeon, W., Pinquart, M. Conner, K. (2010) Meta-analysis of sleep disturbance and suicidal thoughts and behaviors.  The Journal of Clinical Psychiatry, 73,e1160-e1167. 
Chakravorty et al, (2015) Sleep duration and insomnia symptoms as risk factors for suicidal ideation in a nationally representative sample. Primary Care Companion CNS Disord.  



Prevalence

 ~30-50% experience sleep continuity complaints

 ~6-10% Insomnia Disorder 

 Women have insomnia nearly 2x rate compared to 
men

 Older adults have insomnia nearly 2-3x rate 
compared to younger adults

 Familial/genetic risk factors likely

 Low SES

Lichstein et al., Insomnia: Epidemiology and risk factors (2017) PPSM 6th edition; Taylor et al., (2007). Comorbidity of chronic insomnia with medical 
problems. Sleep, 30, 213-18. Ellis JG, Perlis ML, Neale LF, Espie CA, Bastien CH. (2012) The natural history of insomnia: Focus on prevalence and 
incidence of acute insomnia. J Psychiatr Res [Internet], 46(10):1278–85. 



Common Comorbidities

 Psychiatric Comorbidities

 Anxiety, Depression, PTSD, ADHD, Substance Use 

 Up to 90% of individuals with MDD have Insomnia 

 Medical Comorbidities

 2-4x higher among individuals with medical 
comorbidities 

 Sleep Disorder Comorbidities

 Circadian Rhythm Disorder

 Obstructive Sleep Apnea 

 Restless Legs Syndrome

 Nightmare Disorder

Vargas et al (in press). Insomnia and psychiatric disorders. In M.Gandner (ed) Sleep and health. Elsevier. Lichstein et al (2017) PPSM 6th Ed; 
Sweetman et al (2016) Developing a successful treatment for comorbid insomnia and sleep apnea. Sleep Medicine Reviews, 33, 38-38.  



How do we conceptualize comorbidities?

 Differential Diagnosis
 Insomnia shares common complaints with other sleep disorders (e.g., OSA, RLS, 

DSPD) warranting careful assessment of both conditions
 Pts may self-diagnose insomnia and minimize symptoms of other disorder (e.g., 

OSA) or vice versa 

 Overlapping and interacting symptoms
 DSPD Example

 Safety
 Insomnia patients who exhibit high levels of sleepiness (drowsy driving) require 

sleep studies

 Costs/Benefits
 Exacerbation of symptoms if a condition left untreated
 Sequencing of symptoms



Insomnia and OSA

 Prevalence is high (30-70%)
 Interactive effects of each dx warrant attention
 Insomnia is not merely a symptom of OSA
 Individuals with OSA and INS, compared with OSA alone, 

display:
 Lower TST, SE; Higher WASO
 > depression, anxiety, stress, sleepiness, functional impairment

 Untreated insomnia may contribute to
 CPAP rejection or low adherence
 Blaming trouble with CPAP (SL and WASO may not improve); patients may 

attribute lack of success to CPAP vs. another underlying condition (aka insomnia)
 Worse treatment outcome for OSA

 Untreated apnea may contribute to:
 Refractory insomnia may call for SRBD eval and treatment

Wickwire, E,M Smith, M. Collop, N. (2010) Insomnia in other sleep disorders: Breathing disorders. In M Sateia, DJ Buysse. (Eds) Insomnia Diagnosis and Treatment. London: 
Informa Healthcare. Lack, L, Sweetman, A. Diagnosis and treatment of insomnia comorbid with obstructive sleep apnea. Sleep Medicine Clinics, 11, 379-388. 



Treatment Considerations

 Many patients with sleep disorders may also present with 
Insomnia Disorder
 Insomnia does not always automatically resolve with tx of other dx

 Suitability of CBT-I for patients with excessive sleepiness 
has to be carefully determined

 Consider treating the INS before or concurrently with 
CPAP, while remaining mindful of safety of severity issue

 CBT-I can be enhanced with knowledge of other sleep 
disorders contributing to insomnia (OSA, DSPD)



What causes insomnia?



Theories of Insomnia

Perlis, ML, Ellis, JG, Kloss, JD, Reimann, DW. Etiologyand pathophysiology of insomnia. PPSM, Chapter 82.



THRESHOLD

*Slide courtesy of Michael Perlis, Ph.D.



Why should we treat insomnia?

 Most common sleep disorder and one of the most common

sleep complaints to primary care docs

 Risk factor for multiple medical and psychiatric conditions

 Adversely affects safety, health, performance and QOL

 Responsible for billions of dollars in public health costs

 Insomnia is modifiable!

 Treatment (CBT-I) is safe and effective

 Treatment of insomnia disorder can also enhance treatment 

of  other disorders (e.g. MDD)

Rosekind, M.,  & Gregory, KB. (2010) Insomnia risks and costs: Health, safety and quality of life American Journal of Managed Care, 16, 617-626.
Manber et al. (2008) Cognitive behavior therapy for insomnia enhances depression outcome in patients with comorbid major depressive disorder and insomnia. Sleep, 31, 489-495.



How do we get to the Land of Nod?

 Cognitive Behavioral Therapy for Insomnia (CBT-I)

 Pharmacotherapy



What is Cognitive Behavioral Therapy for 
Insomnia (CBT-I)?

 4-8 sessions aimed at teaching behavioral and cognitive strategies that 
significantly improve sleep continuity and daytime functioning

 Meta-analysis of randomized, controlled trials (RCTs) : CBT-I has 
moderate to large effect on improving sleep based on both subjective 
and objective measures 

 As effective as prescription medications and better long-term outcomes 
than medications in both younger and older adults

 Effective in ~ 80% of cases; works in older adults

 Effective with patients who have medical and psychiatric comorbidities

Okajima, I., Komada, Y., & Inoue, Y. (2011). A meta‐analysis on the treatment effectiveness of cognitive behavioral therapy for primary insomnia. Sleep and Biological 
Rhythms, 9(1), 24-34.



Components of CBT-I

 Sleep Hygiene

❖Stimulus Control

❖Sleep Restriction

❑Cognitive Therapy

❑Mindfulness Strategies

❑Relaxation Therapy



Sleep Hygiene



Stimulus Control ~ Pavlov’s Dog



Stimulus Control Instructions

1. Go to bed only when you are feeling sleepy and are ready to sleep.

2. Use the bed only for sleep and sex.

3. If you cannot fall asleep after 15-20 minutes, get out of bed. Stay out of 
bed until you become sleepy.  Only return to bed once you are sleepy.

4. If you still cannot sleep, repeat Rule 3.  

5. In order for your body to establish a consistent rhythm, which will help 
you fall asleep each night, set an alarm and get up at the same time 
every morning, no matter how much you slept the night before.

6. Do not take naps during the day. 

Bootzin, R. R., & Perlis, M. L. (1992). Nonpharmacologic treatments of insomnia. The Journal of Clinical Psychiatry, 53, 37-41.



Sleep Restriction



Sleep Restriction

 Mismatch Sleep Ability:: Sleep Opportunity

 Goal = Efficiency (> 85%)
 Match Sleep Ability::Opportunity

 Build Homeostatic Pressure

the total time sleeping in bed x 100 = 7 x 100  = 78%

the total time spent in bed 9
= 7 x 100   = 100%

7

Speilman, A. Saskin, Thorpy, M.  (1987). Treatment of chronic insomnia by restriction of time in bed. Sleep, 10, 45-46. 



Cognitive Therapy



Generating Alternative Interpretations

 Enlist patient as a scientist

 Re-evaluate unhelpful thoughts about sleep; help pt
generate helpful thoughts about sleep

 There is no gold standard of sleep to function

 You will be able to function, maybe at 75% vs. 90%

 You have functioned quite well with little sleep

I’ll never be 
able to 

function 
tomorrow.

Frustration, 
Anxiety

Decreased 
ability to

fall asleep: 
Insomnia

“Bad day”;
Blame the 
bad night’s 

sleep



Espie’s “Stepped Care” Model

Espie, C. A. (2009). “Stepped Care”: a health technology solution for delivering cognitive behavioral therapy as a first line
insomnia treatment. Sleep, 32(12), 1549-1558. 



What about pharmacotherapy?



FDA Approved Medications for Insomnia

Category Examples Common Side Effects

Benzodiazepines Temazepam
Triazolam

Confusion; headache; next day 
drowsiness; dizziness; nausea; daytime 
nervousness

Nonbenzodizepines Eszoplicone
Zolpidem
Zaleplon

Headache; dry mouth; unpleasant taste; 
drowsiness; dizziness; 

Melatonin Receptor 
Agonists

Ramelteon Dizziness; somnolence; nausea; insomnia 
exacerbation

Antidepressants Doxepin Somnolence; some contraindications



Points to Consider about Sleep Aids

Should I? Shouldn’t I?

Fast-acting, immediate relief “Hangover” effect/morning drowsiness

Reliable, easy to use Tolerance & withdrawal

Available, FDA-approved Risk of falls and many other side effects 
(felt into the next day)

Belief that there is no other option* There are other options!
Nothing replaces natural sleep!

*Best to discuss with primary care or prescribing physician



Conclusions

 Insomnia is a 24 hr condition

 Insomnia confers risk to health, safety and 
performance 

 Insomnia is prevalent and commonly comorbid with 
other medical, psychiatric, and sleep conditions

 Insomnia is not merely a symptom of other sleep 
disorders or conditions

 CBT-I is the frontline treatment for insomnia

 Treatment of insomnia can enhance outcomes of 
other conditions 



Robert Louis Stevenson

“From breakfast on through all the 
day,

At home among my friends I stay,

But every night I go abroad

Afar into the land of Nod….”

Wishing you and your patients a 
journey to the land of Nod!


